During follow-up in 2007 she was asymptomatic and there was no abnormality on clinical examination. Bilateral mammograms and breast USS showed benign changes only (M2, U2). She was reassured and discharged.
She returned to the Breast Clinic in 2011 giving a 3-month history of right breast lump. On clinical examination there was a 15-mm mass lateral to the biopsy scar in the upper outer quadrant of right breast. The mass was hard with an irregular surface, but not fixed to skin or chest wall. Right mammogram (MMG) (Figure 1, 2) showed an indeterminate (M3) area of increased density in the upper outer aspect. Left MMG (Figure 3, 4) showed a new area of suspicious asymmetrical (Table 1) . Core biopsies were taken from both the lesions under USS control. Both biopsies showed features similar with those in the surgical specimen from 2005 of fibrotic breast tissue with a spindle cell proliferation and associated chronic inflammatory cell infiltrate. There was no atypia or mitotic activity. The inflammatory infiltrate consisted of plasma cells, lymphocytes and eosinophils.
Immunohistochemistry showed mild infiltrate of IgG4 positive plasma cells in the right breast lesion (8 IgG4 positive cells per HPF) and a moderate infiltrate in left breast specimen (11 IgG4 positive cells per HPF). Bilateral wide excision of the lesions was performed. Because the right sided specimen was close to all margins a re-excision was undertaken which achieved a clear margin.
Discussion and Conclusion
Only 27 cases have been previously reported in the English literature and the outline details of these and the present case are given in Table 2 (1-20). Median age was 47 years (range 13-86) with 14 aged <50 years and 13 aged ≥50. Of the unilateral cases with known laterality, 13 were right-sided and 10 located on the left so that this does not mirror the slightly increased frequency of left sided breast cancers (1). This is the third case, in whom, after initial surgical excision of IPT from one side, the patient subsequently presented with bilateral recurrence (4, 5) . Treatment was almost always excision biopsy but Goto et al. (21) treated the patient with prednisolone after core biopsy with resolution of the lump. a prominent fascicular pattern. The lesion bore a close resemblance to inflammatory myofibroblastic tumor (IMT) with atypical features but was negative for ALK-1 protein on immunohistochemistry. The potential for misdiagnosis and the broader spectrum of morphology in IPT was stressed.
Immuno-histochemistry is important in diagnosis of this entity as histological features are consistent with chronic fibrosis and inflammation. Presence of myofibroblasts has been confirmed in almost all cases by SMA positivity. Serum IgG4 has been shown to be high in IPT of breast (11) however in this case, levels were within the normal range preoperatively. The association between IgG4 and IPT was first reported in pancreatic pseudotumour, also known as sclerosing pancreatitis. Serum IgG4 was shown to be significantly and specifically higher in patients with sclerosing pancreatitis, compared to other pancreatic conditions (22) .
Inflammatory pseudotumour has generally been regarded as a benign condition, but is known to recur. In some cases, there is local inflammation with systemic symptoms that resolve after resection. SastreGarau et al. (9) carried out a cytogenetic analysis of a breast IPT and found that the lesion was clonal with a 9p deletion and suggested that this was a low grade malignant lesion. Reis-Filho (23) however pointed out that clonal origin was not necessarily an indication of malignancy and that because the tumour described by Sastre-Garau et al. (9) had been incompletely characterised in terms of p63, maspin, E-and Pcadherin expression, it was possible that the lesion was a low-grade spindle cell metaplastic breast carcinoma (SpCMBC) (24) . Hence differentiation from malignant condition along with wide excision to achieve clear margins should be the diagnostic and therapeutic aims in the management of this rare benign breast condition 
